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Abstract

Purpose: To present the development protocol of the Edinburgh Postnatal Depression Scale-United States
(EPDS-US), an adapted version of the EPDS, that is inclusive and easy to understand for U.S. populations and
incorporates a trauma-informed approach to perinatal mental health (PMH).
Methods: Our team adapted the wording of the original EPDS to be more linguistically appropriate for current
use with U.S. populations by incorporating principles from Trauma-Informed Care and the Cycle to Respectful
Care.
Results: Through small but impactful linguistic updates, the EPDS-US offers inclusive person-first language
and eliminates confusing phrases or wording that may be perceived as judgmental. The goal of the adapted
EPDS-US is to foster symptom disclosure in an environment of safety and trust. The EPDS-US removes
preidentified barriers patients experience related to PMH screenings.
Conclusions: The EPDS-US, a trauma-informed and respectful care screening tool, may lead to earlier rec-
ognition of symptoms, may allow for more person-focused treatment plans, and may serve as a platform for a
culture change in addressing PMH, particularly when the screening tool is accompanied by open conversation,
education, and resources. Validation studies are required at this time and this team welcomes direct commu-
nication with research and clinical sites interested in doing so.

Keywords: perinatal mental health, mental health screenings, perinatal mood and anxiety disorder, Edinburgh
Postnatal Depression Scale, Trauma-Informed Care, Cycle to Respectful Care

Introduction

Mental health symptoms during the perinatal period,
such as depression, anxiety, and similar, are associated

with adverse maternal-child outcomes and contribute to in-
creased morbidity and mortality.1 At least 20% of pregnant
and parenting individuals are affected, with rising prevalence

in the United States.2 Mental health symptoms may emerge
or worsen during perinatal period (inclusive of pregnancy and
postpartum), highlighting the importance of a comprehensive
approach to health and care during this time.3 Recognizing
the importance of symptom identification, many national
organizations (e.g., the American College of Obstetricians
and Gynecologists and American Academy of Pediatrics)
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recommend routine perinatal mental health (PMH) screen-
ings using validated tools such as the Edinburgh Postnatal
Depression Scale (EPDS).4,5

Although the EPDS is one of the most commonly used
screening tools, the original version was not specifically
translated or adapted for U.S. populations and many re-
searchers and clinicians have noted specific linguistic limi-
tations. The EPDS is a 10-item scale originally designed in
the United Kingdom as a unidimensional measure of post-
partum depressive symptoms.6 The EPDS is freely accessi-
ble, takes <5 minutes for most individuals to complete, has
been translated into many languages, and has been validated
for the continuum of the perinatal period.6

However, some concerns in U.S. populations center
around the use of colloquial phrasing (e.g., ‘‘things have been
getting on top of me’’) or phrases that can be confusing or be
perceived as dismissive or judgmental (e.g., feeling a certain
way ‘‘for no very good reason’’).7 Confusing or judgmental
wording in a screening tool can be a deterrent to appropriate
identification and management of PMH concerns, thus it is
timely and important to adapt the screening tool to be most
appropriate for U.S.-based individuals, using trauma-
informed and respectful linguistic updates.7

As such, this team has developed an adaptation of the
EPDS—the EPDS-US—for use with U.S. populations. The
EPDS-US is grounded in the framework of Trauma-Informed
Care (TIC) and the Cycle to Respectful Care.8,9 The purpose
of this short communication is to outline the process and
justification for the development of the EPDS-US and to
engage with teams across the United States for required
large-scale validation efforts. A companion document is also
available from this team (called the PMH Connect: A Peri-
natal Mental Health Screening Connection, Education, and
Decision Aid), which we suggest should accompany the
EPDS-US as a person-centered resource and decision aid for
patients and clinicians.10

Methods

The purpose of this short communication is to share in-
formation about the EPDS-US and companion resource
document with clinicians and researchers and to welcome
additional validation and testing. The iterative process of
adapting, piloting, and validating the EPDS-US is fully elu-
cidated in other publications and is briefly summarized
herein. This adaptation of the EPDS was conducted after
communication with the developer of the screening tool.

This team integrated data from perinatal individuals
throughout the United States to facilitate understanding about
their experiences with and perceptions about the current
EPDS (for additional reading, see stories shared in spaces
such as the Maternal Mental Health Research Collaborative
blog11 and this team’s qualitative work with perinatal popu-
lations such as Kinser et al.12). After making adaptations to
the wording guided by key concepts in TIC and the Cycle to
Respectful Care frameworks, we piloted the revised wording
in perinatal populations in the United States. An in-depth
review of the literature7 and validation data13 about the
EPDS-US are available from this team and in upcoming
publications.

TIC centers on the impact of trauma (e.g., the result of
events or circumstances experienced as physically or emo-

tionally harmful, with impact on psychosocial well-being);
recognizing the signs and symptoms of trauma; responding by
fully integrating knowledge about trauma into practice, poli-
cies, and procedures; and, seeking to actively resist re-
traumatization.8 Key principles of TIC include safety (physical
and mental/emotional), trustworthiness, collaboration, peer
support, empowerment, and cultural sensitivity, with main
goals of promotion of shared power and reciprocal social
connection among individuals, families, and providers.8

The Cycle to Respectful Care centers on the experiences of
Black birthing individuals, who are most impacted by dis-
parities in maternal morbidity and mortality, PMH screen-
ings, connections to care, and systemic and institutional
racism.9 The Cycle to Respectful Care is a framework for
moving toward Respectful Maternity Care, in which there is
holistic care, accountability and equity in care practices,
shifting and sharing power in clinical decision making, and
creating and maintaining transformational change.9

With these guiding frameworks, our team adapted the
EPDS wording in subtle ways and added three additional
recommendations. Line-by-line highlights of this team’s
adaptations and rationale can be viewed in Table 1. All
scoring remains the same as in the original EPDS.6 Three
additional considerations for further testing and potential
future use of the EPDS-US are highlighted in Table 2.

Overall, the adaptations in the EPDS-US reflect careful
attention to the need for trauma-informed, respectful, and
supportive language that can be clearly understood by U.S.
populations. By shifting words to ‘‘I have felt’’ rather than ‘‘I
have been,’’ the EPDS-US invites the respondent to share,
rather than be defined by, their experience. By removing the
phrases ‘‘unnecessarily’’ and ‘‘for no good reason,’’ the
EPDS-US promotes a sense of safety during the screening
process, to avoid triggers relating to shame and blame.

Rather than asking the respondent to qualify their symp-
toms and experience, the EPDS-US shifts the onus to the
clinician to engage in meaningful conversations about
symptom endorsement. This shift supports a holistic assess-
ment of emotional health and overall well-being (e.g., if
someone reports feeling anxious this may provide an entrée
for the clinician to discuss very good reasons for this anxi-
ety). Finally, adaptations of items increase the clarity of the
language while maintaining the key concepts and scoring of
the original items.

Discussion

We present the newly adapted EPDS-US, developed for
PMH symptom screening with perinatal populations in the
United States. As clinicians and researchers, the language we
use about PMH matters, even when it comes to the nuances of
the words we use on standard screening forms. Any shifts we
can make toward removing the barriers to screening, reduc-
ing stigma, encouraging disclosures, raising awareness of the
prevalence, and creating opportunities for connecting with
support and care are essential.

In the EPDS-US, we have adapted the wording of the
original EPDS to be linguistically appropriate for current use
with U.S. populations, using a respectful care and trauma-
informed approach with a focus on optimizing patient ex-
periences and clinical utility while maintaining reliability and
validity of the scale. Given many individuals report feelings
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Table 1. Item Adaptations of the Edinburgh Postnatal Depression Scale-United States and Rationale

Original EPDS, Cox et al.6
Adapted EPDS-US (changes in

italics or strikethrough) Rationale

Introduction As you are pregnant or have
recently had a baby, we would
like to know how you are
feeling. Please check the
answer that comes closest to
how you have felt IN THE
PAST 7 DAYS, not just how
you feel today.

In the past 7 days:

We recognize that there are many
different feelings and experiences
during pregnancy, birth,
postpartum, and parenting. We
care about you, and we use this
form to check-in and as a starting
point for conversations.

Please select the answer that comes
closest to how you have felt IN
THE PAST 7 DAYS, not just
how you feel today.

In the past 7 days:

The EPDS-US now has adjusted
wording in the introduction to be
person-first with an intentionally
conversational tone. The changes
here and in the items below are
guided by principles of Trauma-
Informed Care8 and the Cycle to
Respectful Care.9

Item 1 1. I have been able to laugh and
see the funny side of things
As much as I always could
Not quite so much now
Definitely not so much now
Not at all

1. I have been able to laugh and see
the funny side of things
As much as I always could (0)
Not quite as much now (1)
Definitely not as much now (2)
Not at all (3)

Changes to these items in the
EPDS-US reflect an intentional
conversational tone appropriate
for U.S. populations.

Item 2 2. I have looked forward with
enjoyment to things
As much as I ever did
Rather less than I used to
Definitely less than I used to
Hardly at all

2. I have looked forward with
enjoyment to things
As much as I ever did (0)
Somewhat less than I used to (1)
Definitely less than I used to (2)
Hardly at all (3)

Item 3 3. I have blamed myself
unnecessarily when things
went wrong*
Yes, most of the time
Yes, some of the time
Not very often
No, never

3. I have blamed myself
unnecessarily when things went
wrong*
Yes, most of the time (3)
Yes, some of the time (2)
Not very often (1)
No, never (0)

The EPDS-US removes the phrase
‘‘unnecessarily’’ to help avoid
triggering feelings of shame,
blame, and judgment that the
screening tool could otherwise
cause inadvertently. This change
provides an opportunity for
individuals to feel heard without
feeling guilty.

Item 4 4. I have been anxious or worried
for no good reason
No, not at all
Hardly ever
Yes, sometimes
Yes, very often

4. I have felt anxious or worried for
no good reason
No, not at all (0)
Hardly ever (1)
Yes, sometimes (2)
Yes, very often (3)

The EPDS-US replaces the phrase
‘‘have been’’ with ‘‘have felt’’ in
items 4, 5, and 9 to center the
attention to the person’s
experience. This subtle shift in
language highlights that the
feeling is an experience as
opposed to a defining trait, a
fundamental perspective for
improved mental health.

The EPDS-US removes the phrase
‘‘for no [very] good reason’’ to
avoid triggering feelings of
shame, blame, and judgment that
the screening tool could
otherwise cause inadvertently.
Clinicians are encouraged to
review endorsements of
individual items; the feelings
may reflect not only mental
health concerns but also social
determinants of health requiring
attention (e.g., food insecurity,
interpersonal violence, among
others).

Item 5 5. I have felt scared or panicky
for no very good reason*
Yes, quite a lot
Yes, sometimes
No, not much
No, not at all

5. I have felt scared or panicky*for
no very good reason
Yes, quite a lot (3)
Yes, sometimes (2)
No, not much (1)
No, not at all (0)

(continued)
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of confusion, shame, embarrassment, or stigma relating to
mood screenings, the linguistic changes suggested herein are
designed to be supportive, clear, and respectful.

Adapting the EPDS is one of the many steps needed to
address the multilayered issues relating to suboptimal PMH
screenings in the United States. Given the cultural, systemic,
and personal factors that may impact how individuals expe-

rience and describe PMH symptoms, the screening process
should involve a holistic assessment recognizing that indi-
viduals may experience symptoms in diverse ways (e.g.,
physical symptoms, headaches, racing heart, and fatigue) or
may describe their experiences beyond depression or anxiety,
such as stress, ‘‘pressures,’’ or not feeling like oneself.
Therefore, it is imperative that a nuanced discussion follows

Table 1. (Continued)

Original EPDS, Cox et al.6
Adapted EPDS-US (changes in

italics or strikethrough) Rationale

Item 6 6. Things have been getting on
top of me*
Yes, most of the time I haven’t

been able to cope at all
Yes, sometimes I haven’t been

coping as well as usual
No, most of the time I have

coped quite well
No, I have been coping as well

as ever

6. I have felt overwhelmed*
Yes, most of the time I haven’t

been able to cope at all (3)
Yes, sometimes I haven’t been

coping as well as usual (2)
No, most of the time I have coped

quite well (1)
No, I have been coping as well

as ever (0)

The EPDS-US adapts item 6 to use
language that U.S.-based
populations understand more
clearly than the original
colloquial phrase from the United
Kingdom. The key concept in this
item (coping in the face of
overwhelm) is retained.

Item 7 7. I have been so unhappy that I
have had difficulty sleeping*
Yes, most of the time
Yes, sometimes
Not very often
No, not at all

7. I have had difficulty sleeping
even when I have the opportunity
to sleep*
Yes, most of the time (3)
Yes, sometimes (2)
Not very often (1)
No, not at all (0)

The EPDS-US clarifies item 7 to
separate the experience of
inability to sleep and the concept
of ‘‘unhappiness.’’ This change
recognizes the realities of the
interconnected needs of the
parent–fetal/parent–child dyad,
including but not limited to
insomnia during pregnancy or
sleep deprivation and feeding
issues when caring for a
newborn. This change also may
facilitate discussion of symptoms
indicating worsening mental
health, such as inability to sleep
as a precursor for medical
emergencies such as psychosis.

Item 8 8. I have felt sad or miserable*
Yes, most of the time
Yes, quite often
Not very often
No, not at all

8. I have felt sad or miserable*
Yes, most of the time (3)
Yes, quite often (2)
Not very often (1)
No, not at all (0)

No change

Item 9 9. I have been so unhappy that I
have been crying*
Yes, most of the time
Yes, quite often
Only occasionally
No, never

9. I have felt so unhappy that I have
been crying*
Yes, most of the time (3)
Yes, quite often (2)
Only occasionally (1)
No, never (0)

The EPDS-US replaces the phrase
‘‘have been’’ with ‘‘have felt’’ in
items 4 and 9 to center the
attention to the person’s
experience. This subtle shift in
language highlights that the
feeling is an experience as
opposed to a defining trait, a
fundamental perspective for
improved mental health.

Item 10 10. The thought of harming
myself has occurred to me
Yes, quite often
Sometimes
Hardly ever
Never

10. The thought of harming myself
has occurred to me
Yes, quite often (3)
Sometimes (2)
Hardly ever (1)
Never (0)

No change

*The starred items were originally intended to be reversed scored in the EPDS,6 in the EPDS-US, the reverse scoring is included for
ease of use. Responses are scored 0–3. To create a total score, simply add together the scores for each of the 10 items; total scores range
from 0 to 30.

A reproducible copy of the EPDS-US, with companion documents, is available from this team at www.EPDS-US.vcu.edu
EPDS-US, Edinburgh Postnatal Depression Scale-United States.
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all PMH screenings exploring item endorsements in regard to
a holistic integrated view of well-being. To facilitate these
discussions, a person-centered support and decision-aid tool,
the PMH Connect,10 is available from this team.

Although our team has completed an initial validation
study of the EPDS-US with a perinatal population in the
United States,13 future work is needed to focus on large-scale
validation efforts, specifically centering on the acceptability
and performance of this tool with historically marginalized
and underserved populations. In addition, our team recog-
nizes that small changes to a screening tool is only one step in
the critical work occurring throughout the nation to address
disparities and experiences related to PMH in the United
States. For further reading, we suggest Matthews et al.14 and
Foster et al.,15 both of which highlight key pathways and a
clear vision for moving toward equity in PMH care.

Conclusion

The EPDS-US is a linguistically updated adaptation of the
EPDS, developed to serve as a PMH screening tool grounded
in a trauma-informed approach and centered on respectful
care, for use with pregnant and parenting individuals in the
United States. By making small but impactful changes in

language and by providing a companion resource document,
the EPDS-US may support positive changes in PMH
screening experiences by promoting safety and trust, offering
inclusive person-first language, shifting power differentials,
and providing a more connected experience for symptom
recognition and subsequent care. As such, next steps require
further validation testing of the EPDS-US in conjunction with
the associated PMH Connect; both tools are freely available
from this team to support collaboration for maximum impact.
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Table 2. Key Considerations Regarding the Edinburgh Postnatal Depression Scale-United States,

Essential for Validation Efforts

Key aspects Rationale

For clinical utility Additional Experiences
Checklist to accompany the
EPDS-US 10-item scale

The EPDS-US clinical form now includes an Additional
Experiences Checklist, an area for individuals to endorse
any other feelings, symptoms, and experiences. This
checklist acknowledges the myriad personal, cultural, and
systemic factors that impact how individuals experience
and describe symptoms. The Additional Experiences
Checklist is separate from the formal EPDS-US 10-item
screening and does not impact scoring, yet it adds value
for clinical conversations focused on a holistic view of
overall health and well-being. As such, the EPDS-US
recognizes an expansive view of PMH and the associated
stressors and pressures that are highly individualized. We
suggest this checklist can help to facilitate open dialogue
between patients and providers.

For research application Use adjusted introduction
language when using the
EPDS-US for research
purposes.

In research settings, if there is no possibility for immediate
in-person conversation about the results, we recommend
using slightly adjusted wording in the introduction of the
EPDS-US. The introductory wording EPDS-US suggests
that additional conversation will occur after completion,
which may not be the case in research uses. We suggest,
instead, that researchers replace the introductory wording
to read as follows: We recognize that there are many
different feelings and experiences during pregnancy,
birth, postpartum, and parenting. Thank you for sharing
your experiences and answering the following questions.

For connection Provide an information,
education, and connection
resource for every person,
every time a screening is
completed.

The EPDS-US was developed to be used in conjunction with
a patient/participant-facing tool that provides
nonjudgmental information and person-centered support
about PMH. Our team has developed a tool for clinicians
and researchers to provide to people completing the
EPDS-US—the PMH Connect: A Perinatal Mental Health
Screening Connection, Education, and Decision Aid
(freely available from this team for teams conducting
validation studies).

PMH, perinatal mental health.
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